INTRODUCTION
P eriodontal disease is a common infectious disease affecting humans. It represents an excellent model of chronic infection characterized by gingival inflammation, as well as loss of tissues adjoining the teeth causing tooth loss. [1] Nonsurgical periodontal therapy is the first step in the treatment procedure aimed at eliminating etiological factors of gingival and periodontal diseases. This results in halting of disease progression, [2] which is clinically evident as decreased gingival bleeding, improved plaque score, reduction in probing pocket depth (PPD), and improved clinical attachment level (CAL). [3] Journal of Indian Society of Periodontology -Volume 23, Issue 6, November-December 2019
Acute-phase proteins are inflammatory proteins which increase by about 25% following the initiation of inflammation. C-reactive protein (CRP) is one such acute-phase protein which serves as a systemic marker of inflammation. [6] CRP values increase significantly from basal levels in ng/ml range to be in the mg/ml range. These changes have a duration of around 72 h. [7, 8] The acute-phase response is a nonspecific response as a result of physiological and metabolic changes which occur immediately after the start of tissue injury or infection. Both increases and decreases in synthesis of various proteins are seen due to the changes in their production by hepatocytes, at differing rates and to different degrees. Synthesis of albumin, transthyretin, transferrin, alpha-fetoprotein, and α-2 h glycoprotein diminishes; thus, they are called the "negative" acute-phase proteins. Ceruloplasmin and a number of complement components, including C3 and C4, display only slight elevation (50%) and are thus referred to as modest "positive" acute-phase proteins. While concentrations of a number of proteins including haptoglobin, α-1 protease inhibitor, α-1 antichymotrypsin and fibrinogen usually increase two to five fold ; levels of C-reactive protein (CRP) and serum amyloid A (SAA) can increase up to a thousand fold. Thus, these two are the major 'positive' human acute phase proteins. [9, 10] Diagram 1. [10] In response to this, a plethora of changes act in harmony to neutralize the inflammatory mediator and ultimately result in tissue healing. [7, 8] One such change hematologically seen in the earliest stages is an initial sharp fall in the leukocyte numbers attributed to peripheral vascular margination and shift of neutrophils from circulating to tissue pool followed by a rise later. [7, 8, 11, 12] A tendency towards a mild anemic status developing post intense periodontal therapy has also been reported in patients with periodontitis. [7] Many experimental models have been proposed over the years to study the effects of acute inflammation in vivo such as the vaccination model, the physical training model, and the most known and adopted -the endotoxin model. [7] In all these reported prototypes, the systemic inflammatory response has been measured through variations in values of well-recognized serological marker CRP as well as hematological parameters. [7] 
MATERIALS AND METHODS
The present study was planned as a prospective single-blind intervention trial with a 1-month follow-up. The ethical clearance for the study was obtained from the review board at the State Government University of Health Sciences.
A sample size of 30 patients with chronic generalized periodontitis aged between 30 and 64 years (Male -22:Female -8) were selected from the outpatient department of periodontics.
The sample estimation was done as per the formula by Daniel, 1999 which is:
Where n = sample size, Z = Z statistic for a level of confidence, P = expected prevalence or proportion.
(in proportion of one; if 20%, P = 0.2), and d = precision (in proportion of one; if 5%, d = 0.05).
Z statistic (Z): For the level of confidence of 95%, Z = 1.96.
The patients' selection was done as per the following criteria: 1. Chronic generalized periodontitis patients with pocket probing depth ≥6 mm and evidence of 30% or more marginal alveolar bone loss 2. Patients who consented to willingly follow the endorsed plaque control and follow-up routine.
Exclusion criteria were as follows: All individuals had signed a consent form to willingly participate in the study. Recordings for full mouth (six point periodontal probing and charting), was done for all participants along with orthopantomograph to confirm radiographic bone loss. All teeth with hopeless prognosis were extracted.
The periodontal parameters evaluated at baseline and 1-month post-therapy were gingival index (GI), plaque index (PI), probing pocket depth (PPD), and clinical attachment levels (CALs) [ Figure 1 ]. Serum inflammatory marker CRP and complete blood counts (CBCs) were also assessed before therapy, on day one, after 1 week, and 1 month after treatment. The individuals were selected after determining the body mass index which had to be 26 ± 4 kg/m 2 . [7] They were then referred to the central laboratory of our medical college hospital for collection of nonfasting blood samples for the estimation of hematological and biochemistry parameters. Blood samples were taken before treatment. Analysis of blood samples included -using 2ml (EDTA) for complete blood cell Count(CBC), differential count and haematocrit -which were done using an automated haematology analyser [SYSMEX-KX 21, (Kobe, Japan)]; while 4ml of blood was used as clot sample for biochemistry parameters. The clot sample was left to stand for 30 min before centrifugation. These serum samples were subsequently centrifuged at 3500 r.p.m. for 15 min using REMI Centrifuge (Vasai, India). The serum obtained was then carefully removed and taken in a glass cuvette with 1 cm light path. The serum was used for assessment of total CRP values using the commercial latex kit (REACTIVOS GPL, CRP TURBI (CHEMFLEX, S. A. Barcelona, Spain) with the help of a semi-automated biochemical analyzer (CHEM-7, ERBA, Mannheim, Germany) [ Figure 2 ]. Hemolyzed, lipemic, or icteric samples were not used. The individuals thereafter received a single intensive session [7] of subgingival mechanical instrumentation (under local anaesthesia if required) with ultrasonic (piezoelectric scalers -EMS, Nyon, Switzerland). Extraction of hopeless teeth was done in the same session of intense periodontal therapy in accordance of standard clinical practice. Instructions for oral hygiene maintenance were given to the patients. Blood samples were taken again at day one, 1 week, and 1 month after treatment [ Figure 3 ].
Statistical analysis data were reported as means ± standard deviation (SD) for normally distributed variables or as median and interquartile ranges. The statistical analysis for the periodontal parameters was done using a "Paired-t-test" for comparisons at two different time intervals. The biochemical and hematological values were assessed using nonparametric test-"Friedman ANOVA" followed by a post hoc comparison between values using "Wilcoxon signed rank sum test."
The value of alpha was fixed at 0.05. If significance value P < 0.05, then we can say that there is significant difference between the mean value of two groups at 95% confidence level (mark as*) and if P < 0.01, in that case, the significance level will be 99% (mark as**); otherwise (P > 0.05), mean difference is considered as nonsignificant (without star). The statistical analysis was completed by means of statistical package for social sciences Version 19.0 (IBM, USA) statistical analysis software. The values were denoted as numbers (%) and mean ± SD.
RESULTS
The study included 30 Hematological parameters [ Table 2 ]: Initial variations such as the increase in total leukocyte count (TLC) was observed [Graph 4]. On day 1, there was a slight increase in the TLC numbers (P = 0.012*), a significant increase in the neutrophil numbers (P < 0.001**) and monocyte numbers (P < 0.001**) whereas a decrease was seen in the lymphocyte numbers (P < 0.001**) along with the eosinophil count (P = 0.001**). The total values of TLC and individual leukocyte count settled well below the baseline level at the end of 1 month (P < 0.0001, Wilcoxon signed rank sum test) [Graph 5].
The erythrocyte numbers and hematocrit levels also showed variations. There is a slight increase in the total number of red blood cell (RBC) [Graph 6] along with the values of RBC indices of packed cell volume (PCV), hemoglobin (Hb), mean corpuscular Hb (MCH), mean corpuscular volume (MCV), MCH concentration (MCHC) on day 1 (P < 0.001**), followed by a significant drop by 1 week (P < 0.001**), and settling significantly above the baseline levels by 1 month (P = 0.003**/P < 0.001**) [Graph 7].
There is a slight decrease in the platelet count (PLT) on day 1 (P < 0.001**), followed by a slight rise by 1 week (P = 0.145 [ns]) and settling below the baseline levels by 1 month (P < 0.001**) [Graph 8 ].
DISCUSSION
The current study was conducted to assess the consequence of a single session intensive periodontal treatment regimen in chronic periodontitis patients on the clinical, biochemical, and hematological parameters subsequent to nonsurgical periodontal therapy. [7] The reduction in plaque scores can be attributed to good plaque control and maintenance of oral hygiene, which in turn resulted in the reduced gingival score. [13, 14] The reduction in the PPD and improvements in CALs can be attributed to the diminished size of inflammatory component following intense periodontal therapy. [15] [16] [17] CRP levels rose to about 10 times by 1 day and settled below baseline levels 30 days post-therapy. All these intense fluctuations obeyed the definitive pattern of the classic acute-phase marker escalating during 24 h and a declining subsequently. This pattern possibly coordinates with the rising and declining IL-6 concentration which is one of the main promoters of CRP production. [1, 6, 7, 18, 19] Alterations in differential values of leukocyte were detected 1-day posttherapy. A substantial decrease in the neutrophil and monocyte counts was observed, while the lymphocytes and eosinophils increased slightly by 1 month. The granulocytes and platelets could be considered as the "positive" acute-phase reactants, whereas the red cells would be the "negative" reactants. [9, 10] The earliest changes observed in the TLC values during the first 24 h may well be related to the activation of TNF and IL-1, which are stated to stimulate the discharge of granulocyte monocyte colony-stimulating factor (GM-CSF) and/or granulocyte CSF (G-CSF). These factors are discharged from a variety of cells such as endothelial cells, peritoneal mesothelial and endothelial cells, fibroblasts, T-lymphocytes, cultured marrow stromal cells, and monocytes. Augmented production of GM-CSF and G-CSF results in myeloid hyperplasia inside the bone marrow and persistent upsurge in neutrophil production and also increase in the number of monocytes. [9, 10] Granulocytosis is commonly a primary and persistent outcome in situations accompanying with the acute-phase response. Endogenous glucocorticoids formed initially through the acute-phase response cause leukocytosis using this mechanism. Granulopoiesis and granulocytosis also contribute to the transient rise in TLC numbers. Hence, it can safely be assumed that our individuals also would be showing increased number of leukocytes at the baseline level which is in accordance to the phenomenon known as "dose response" that is an upsurge in the peripheral numbers of white blood cells (primarily neutrophils) which is directly proportional to the amount of bacteremia present. [7, [9] [10] [11] 20, 21] The TLC number was found to reduce significantly after 1-month interval. [7, 11] In an acute inflammatory response, the amount of circulating monocytes rises, and their production is controlled by humoral factor -factor increasing monocytopoiesis (FIM). [21, 22] FIM is produced and released by macrophages. It is a monokine that acts as a long-range controller to beckon the bone marrow to produced additional monocytes during an acute demand for more monocytes and macrophages. [23] There was a decrease in RBC counts along with the indices of PCV, Hb, MCV, and MCHC levels, indicating a transient mild normocytic, anemia, which resolved and the RBC counts and associated indices improved by 1 month. Anemia of chronic disease (ACD), [24] [25] [26] [27] also termed anemia of inflammation (AI), [28] is portrayed by hypoferremia as a result of iron sequestration that ultimately causes iron-restricted erythropoiesis. Chronic periodontitis patients already show signs of ACD as compared to healthy controls. [29, 30] The cytokine stimulated overproduction of the iron-regulatory hormone hepcidin results in iron sequestration. Hepcidin is produced by hepatocytes which perform a crucial part in regulating the iron balance and transport. IL-6, which is a pro-inflammatory cytokine, is a predominant inducer of hepcidin. The action of hepcidin is via binding with the cellular iron efflux channel ferroportin and provoking its internalization and degradation. [28] Hepcidin levels greatly increase within hours after an inflammatory stimulus, followed by the development of hypoferremia. [28] Hypoferremia curbs the iron supply for Hb synthesis, ultimately causing anemia. Cytokines and cells of the reticuloendothelial system alter the iron homeostasis, decrease erythropoietin (EPo) production and multiplication of erythroid progenitors, thus shortening the life span of red cell. In ordinary physiological circumstances, levels of EPo are inversely interconnected to Hb levels and tissue oxygenation. However, in conditions of chronic inflammation, the EPo reaction is dulled, resulting in insufficient levels of EPo for the amount of anemia, and this is believed to be facilitated via inflammatory cytokines such as (TNF-α) and IL-1. [27] The proliferation and differentiation of erythroid progenitor cells is reduced in ACD. [11] The erythrocytes are typically normocytic and normochromic but can appear slightly hypochromic and microcytic, particularly in AI of long period or in children, who consume extra iron for growth. In these situations, there is development of hypochromia and microcytosis, apparently since iron restriction becomes more severe with progressively depleting iron stores. [9] The drop in RBC numbers and related RBC indices at 1 week can be explained that following acute inflammatory stimuli as in postprocedural distress, anemia results with the features of a functional iron deficiency. [7, 31, 32] This well-defined swing of iron from erythropoiesis and circulation to the reticuloendothelial system may characterize the pathogenetic mechanism. [26] IL-6 induced increased hepcidin production leads to the development of transient normocytic normochromic anemia. [7] The rise in the RBC numbers by 1-month duration is presumably due to inflammation resolution, as the differentiation and proliferation of erythroid progenitor cells is abridged due to inhibitory effects of inflammatory cytokines. The reduction in the levels of IL-6 by the end of 1 month results in the reversal of hepcidin secretion also resulting in improved RBC counts. [7] The total number of platelets also showed a significant reduction by 1-month duration as compared to baseline. Thrombocytosis is normally appreciated in disorders associated with generation of the acute-phase response, such as acute and chronic infections, rheumatic diseases, and malignancy. The PLT is usually well beyond normal parameters but <1 × 10 9 /l, and in this, backdrop thrombocytosis is asymptomatic minus any complications of thrombosis or hemorrhage. Thrombocytosis can be primary and secondary. Primary thrombocytosis, or essential thrombocythemia, is a malady in which increase in platelets results due to abnormal cells in the bone marrow. The source is unidentified. Secondary (reactive) thrombocytosis is triggered by other illnesses of the patient such as anemia due to iron deficiency, inflammation or infection, surgery and cancer. [9, 10] There is mounting proof that the augmented platelet production is facilitated by the cytokines accompanying the acute-phase response. [9, 10, [33] [34] [35] [36] [37] Evidence suggests that the cytokines assumed to contribute in inflammatory events including IL-1, IL-6, TNFα, TGF-β, and IL-11 can impact megakaryocyte proliferation, differentiation and numbers. [9, 10, [33] [34] [35] [36] [37] Thus, the already present chronic periodontal infection resulting in increased pro-inflammatory cytokine production and ACD cause the increase in circulating thrombocyte numbers which finally reduce when the chronic infection and latent anemia is treated.
Chronic periodontitis is accompanied with anemia and possibility of cardiovascular ailment. The low levels of RBC and its associated parameters, high levels of leukocytes, platelets, and CRP at baseline are indicative of the bacterial etiology of periodontitis. Proficient mechanical debridement (Phase I therapy) results in a significant improvement in periodontal health as was evident from the improved clinical parameters. There was a substantial decline in the serum CRP level at 1-month interval which is an important cardiovascular risk marker. Timely management of chronic periodontitis could be one of the important aspects in the prevention of adverse systemic implication like cardiovascular events. The noteworthy reduction in TLC, neutrophils, and platelets thus improves blood rheology thereby decreasing the risk for thromboembolic events. The marked improvement in AI associated with chronic periodontal disease is also evident by the improved RBC count and associated indices by the end of 1 month. The major changes in all these values following nonsurgical periodontal therapy indicate resolution of inflammation.
CONCLUSION
Based on these outcomes, it can be summarized that intense periodontal mechanotherapy (Phase I) stimulates an acute systemic inflammatory reaction. Since the witnessed acute systemic inflammatory response appears to share numerous biochemical and hematological characters of the well-documented vaccination, endotoxin, and strenuous exercise models, which also are known to induce such acute systemic inflammatory response, intensive mechanotherapy done in Phase I periodontal treatment may represent a nontoxic, noninvasive, nonpharmacological stimulated model to study acute inflammation in humans as compared to the erstwhile recognized models (such as the endotoxin test) which may be unfeasible or unscrupulous. Further research encompassing a bigger sample size can be used to establish these findings. However, owing to the dearth of interpretations in the initial posttherapy hours, this study falls short in offering direct evidence during the peak inflammatory response generated postperiodontal therapy. Additional studies focusing on the immediate inflammatory responses (during the initial 6-8 h) are desired.
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